CHIEF OF DETECTIVES 


NOTICE 

1.8 


July 21, 2015 


TO: All Department Personnel 


FROM: Chief of Detectives 


SUBJECT: IMPLEMENTATION OF LAURA'S LAW 


Assembly Bill (AB) 1421 (Thomson, Chapter 1017, Statutes of 2002) established the Assisted 
Outpatient Treatment (AOT) Demonstration Project Act of 2002, known as Laura’s Law. Laura's 
Law sought to address the needs of mentally ill adults by providing court-ordered outpatient 
treatment to those who are at substantial risk for relapse and deterioration as a result of not 
having accessed mental health services or voluntarily'maintained participation in such services 
due to the symptoms of their mental illness. 

On July 15, 2014, the Los Angeles County Board of Supervisors voted to expand the current 
County pilot program from 20 slots to 300 slots, making the Assisted Outpatient Program- 
Los Angeles (AOT-LA) a countywide strategy. The Los Angeles County Department of 
Mental Health is now accepting referrals from qualified reporting parties. 

The AOT-LA program is an optional resource available to police officers, who are considered a 
"Qualified Reporting Party" and who may generate a referral to the AOT-LA for individuals 
they believe meet the AOT-LA criteria by completing the "Los Angeles County Department of 
Mental Health (DMH) Assisted Outpatient Treatment Candidate Referral Form" (Attached). 

The person must meet each of the following criteria to qualify for the AOT program: 

1. Person must be eighteen years of age or older, 

2. Person must suffer from mental illness, 

3. Person must be unlikely to survive safely in the community without supervision, based on 
clinical determination, 

4. P erson must have a history of non-compliance with the treatment that has been a significant 
factor in his or her being in a hospital, prison, or jail at least twice within the last 36 
months or; resulted in one or more acts, attempts or threats of serious violent behavior 
toward self or others within the last 48 months, 

5. P erson has been offered an opportunity to participate in a treatment plan and fails to 
engage, 

6. The person’s condition is deteriorating, 

/. Participation in the assisted outpatient treatment program would be the least restrictive 
placement necessary to ensure the person's recovery and stability and/or, 

8. In view of the person’s treatment history and current behavior, the person is in need of 
assisted outpatient treatment in order to prevent a relapse or deterioration that would be 
likely to result in grave disability or serious harm to himself or herself, or to others, as 
defined in Section 5150. 
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Example: An officer has received several calls for service on a homeless individual who is 
regularly setting up housing in the public restroom and refuses to exit when personnel come 
to clean the restroom. He is verbally abusive to anyone who interacts with him and appears 
dirty, with tom clothing and he is sleeping in unsanitary conditions. As the responding 
officer on several occasions, you are aware that he has refused any type of social services 
and when you continue to offer treatment services, he always refuses. You feel that over 
the past few months his mental and physical condition has become worse. It is believed that 
this person is suffering from a mental illness, and possible drug abuse, but you have 
conducted a mental health evaluation pursuant to section 5150 of the Welfare and 
Institutions Code and he does not meet the criteria. You may be unaware of any diagnosis 
or treatment history, but should refer this person to the AOT-LA program. 

Once completed by the referring officer, the "Los Angeles County Department of Mental 
Health (DMH) Assisted Outpatient Treatment Candidate Referral" form must be 
forwarded to the Mental Evaluation Unit (MEU), via fax at (213) 996-1320 or gray mail 
(Mail Stop 400) for processing. The MEU is responsible for retaining a copy Of the 
referral form and forwarding the original form to the AOT-LA program. The management 
of the AOT-LA client is the responsibility of the AOT-LA Program designated outreach 
personnel. 

The AOT-LA case manager may contact the concerned geographic Area for assistance with case 
management. The geographic Area to which the referring officer is assigned is responsible for: 

• Interacting with the AOT-LA case manager and providing additional information needed 
to assist in the development of a strategy to engage and manage the referred person; 

• Conducting "Welfare Checks" at the request of the AOT-LA case manager; and, 

• Providing "Civil Standby" for the AOT-LA during field contacts, when requested. 

Note: Officers are reminded of Department Manual § 4/260.20 - TAKING PERSONS 
WITH A MENTAL ILLNESS INTO CUSTODY, which states in part, "....Upon request, 
uniformed officers shall assist the Lanterman-Petris-Short (LPS) Act-designated County 
Psychiatric Mobile Response Teams, or the court-designated conservator in the 
apprehension ofpersons suffering from a mental illness, or violent mental patients who are 
being placed on a mental health hold. " 

The AOT-LA criteria and "Los Angeles County Department of Mental Health (DMH) Assisted 
Outpatient Treatment Candidate Referral ” form is accessible through the Local Area Network 
System (LANS) homepage, on the right side of the screen, under the “Applications” heading, 

(Select more to view additional applications). 
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If you have any questions regarding this matter, please contact the Crisis Response Support Section, 
Detective Support and Vice Division, at (213) 996-1349. 



Chief of Detectives 


Chief of Staff 

Office of the Chief of Police 


DISTRIBUTION "A 


Attachment 




CONFIDENTIAL 



LOS ANGELES COUNTY DEPARTMENT OF MENTAL HEALTH (DMH) 
ASSISTED OUTPATIENT TREATMENT 
CANDIDATE REFERRAL FORM 

Please fax completed form to (213) 380-3680 or email AOTLAOE@dmh.lacountv nnv 
For more information, please contact (213) 738-2440 
550 S. Vermont Ave., 10 th Floor 
Los Angeles, CA 90020 


AOT-LA 


I_REFERRING PARTY INFORMATION 

N ame: ___ Relation to Candidate: 

DOB (required if referring party is a child or cohabitant of Candidate):_ 

Agency/Hospital (if applicable): __ Phone:_ 


CANDIDATE INFORMATION 


Last Name: 


First Name: 


Sex/Gender: Q Male □ Female Q Other:. 
Height:_ Weight: _ 


IS # (if applicable): 


SSN: 


Hair Color: 


Eyes: 


DOB: 


Current Living Situation: 
Address: 


Phone(s): ( ) 


Race / Ethnicity: 


Primary Language: 


IMMEDIATE SAFETY CONCERNS 

Current behaviors including danger to self or others or inability to 

care for self: (If more space is needed, please attach an additional 
sheet of paper) 

Most concerning behavior you have seen from candidate: (if more 

space is needed, please attach an additional sheet of paper) 


TREATMENT INFORMATION 

Reason for belief that candidate is at risk further deterioration: 

(If more space is needed, please attach an additional sheet of 
paper) 

Reason for belief that candidate has not accepted voluntary 

treatment: (If more space is needed, please attach an additional 
sheet of paper) 

Do you believe the candidate should currently be in a psychiatric hospital or other locked facility? If so, why? (If more space is needed 

please attach an additional sheet of paper) 


Updated 3/10/15 
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AOT-LA 


TREATMENT INFORMATION 

attach an additional sheet of paper) 

Presence of Significant Medical Problems (if known): (If more space 

is needed, please attach an additional sheet of paper) 

Current Mental Health Treatment (including providers, types of 

services and compliance with current treatment): (If more space 
is needed, please attach an additional sheet of paper) 

Treatment Wicf/^rw ono TnpnnI.nn/'rv 1-~ 

Presence of Substance Abuse: (type, frequency, treatment 

programs): (If more space is needed, please attach an additional 
sheet of paper) 


on a conservatorship, if so, when?): (If more space is needed, please attach an additional sheet of paper) 

Did candidate improve with treatment (piease describe)? (If more space is needed, please attach an additional sheet of paper) 


: ever 


History of Psychiatric Hospitalization and/or Incarceration (list dates and locations, if known): (If more space is needed please attach s 

additional sheet of paper) 


History or Risk of: 

Suicide Attempts 
History of Violence 


Date(s) or Year(s), if known 


□Yes QNo _ 
□Yes DNo . 


Date(s) or Year(s), if known 

Have Police ever been called? QYes DNo 

Frequent ER visits QYes DNo 


For Administrative Use Only 


Date Referral Received 


Staff Name: 


Action Taken: (for additional information, please add another sheet) 


Updated 3/10/15 
























